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The findings and conciusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual State Licensure survey
conducted in your facility on 6/16/10. This State
Licensure survey was conducted by the authority
of NRS 449,150, Powers of the Health Division.

The facility is licensed for eight Residential
Facility for Group beds for elderly and disabled
person and/or persons with mental illness,
Category li residents. The census at the fime of

the survey was eight. Eight resident files were RECEIVED

reviewed and six employee files were reviewed.

One discharged resident file was reviewed. aifli 5 5 AN

The facility received a grade of D. eA (1 JKLngsk ARD e FILANGR
LA KEGAS NEVADS

The foliowing deficiencies were identified:

Y 072 449. i - 72Y . o
ssl'_)__ : #: r;li rg‘g(a) Qualifications of Caregiver-Med Yor2'¥ | Employee #1 is the owner of the facility and Aﬁ? /
Regnistered Nurse bv nrofession. He is under {3
NAC 440.196 tions to reffain from assisting residentsm the
3. If a caregiver assists a resident of a residential inistration of their medications nending his
facility in the administration of any medication, heduled M""d“’at‘“: Training Se".’lllmr on July 30,
including, without fimitation, an-aver-the-counter 010:; Hemcafiwih adminisimior wil) review
medication or dietary supplement, the caregiver mployees' files on a regular basis to ensure
must; commliance.
{a) Receive, in addition to the training required
pursuant to NRS 449,037, at least 3 hours of
training in the management of medication. The
caregiver must receive the fraining at least every
3 years and provide the residential facility with
f deficiencies are ¢it approved plan of correcti ust be returned within 10 days a/fler eipt of thisstatement of deficiencies.
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satisfactory evidence of the content of the training
and his attendance at the training; and
(b) At least every 3 years, pass an examination
relating to the management of medication
approved by the Bureau.
This Regulation i3 not met as evidenced by:
Besed on record review on 6/18/10, the facliity
failed to ensure that 1 of 6 caregivers had
completed the required three hour medication
management refresher training every three years
{Employee #1).
Severity: 2 Scope: 1
Y 103 449.200(1)(d) Personnel File - NAC 441A/ Y 103

S5=E Tuberculosis

NAC 449.200

1. Except as cthetwise provided in subsection 2,
a separaie personne file must be kept for each
member of the staff of a facility and must include:
(d) The health certificates required pursuant to
chapter 441A of NAC for the employee.

This Regulation is not met as evidenced by:
Based on record review on 6/16/10, the faclfity
failed to ensure 3 of 6 employees complied with
NAC 441A.375 regarding tuberculosis (TB)
testing for the protection of all residents
{Employee #4 - physical, evidence of positive TB

/
LThe following documents are now in the
emplovees' respective files: = /& /
Employee #4 — physical and TB test. 7 <0 0
Emplovee #5 and #6 - 2 step TB test.
Please see attached. Henceforth,
ladministrator will review personnel files on
a recular basis 10 ensure comoliance.

f deficiencles are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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and annual signs and symptoms, #5 - two step
TB test and #6 - two step TB test).

This was a repeat deficlency from the 6/3/69 and
8/19/09 State Licensure survey,

Severity: 2 Scope: 2

SYS1%5 449 .200(1)(f) Personnel File - Background Check
NAC 449.200
1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must include:
{f) Evidence of compliance with NRS 449.176 to
449,185, inclusive.

This Regulation is not met as evidenced by:
Basead on record review on 6/16/1Q, the facility
failed to ensure 1 of 6 employees met
background check requirements of NRS 449.176
to 449.188 (Employee #4 - signed criminal history
statement, F_gl and st?}e background check).

This was a repeat deficiency from the 8/19/09
State Licensure survey.

Severity: 2 Scope: 1

gsws 449.200(2)(a) Personnel File - 1st aid & CPR
NAC 449.200
2. The personnel file for a caregiver of a
residential facility must include, in addition to the
information required pursuant to subsection 1,

Y 105

Y 106

SUNSHINE CARE HOME LAS VEGAS, NV 89121
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¥ 103 Continued From page 2 ¥ 103

of fingerprints of employee #4 werere-
ubmitted on 6/25/10 to Nevada Department of -‘F/Q

blic Safety, Records and Technology Division in %
City and stili awaiting for the results.

enceforth, administrator will review employees’

les regulariy to ensure compliance to this

gulation.

STATE FORM
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Y 103 Continued From page 2

and annual signs and symptoms, #5 - two step
TB test and #8 - iwo step TB test).

This was a repeat deficiency from the 6/3/08 and
8/19/09 State Licensure survey.

Severity: 2 Scope: 2

Y 105 449.200(1)(f) Personnel File - Background Check
55=0
NAC 449.200
1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must intlude:
{f) Evidence of compliance with NRS 449.176 to
449.185, inclusive.

This Regutation is not met as evidenced by:
Based on record review on 6/16/10, the facility
failed to ensure 1 of 6 employees met
background check requirements of NRS 440,176
to 449,188 (Employee #4 - signed criminal history
slatement, FBI and state background check).

This was a repeat deficiency from the 8/19/09
State Licensure survey.

Severity: 2 Scope: 1

;(3106 449.200(2)(a) Personnel File - 1st ald & CPR
=D
NAC 449.200
2. The personnel file for a caregiver of a
residential facility must include, in addition to the
information required pursuant to subsection 1,

Y 103

Y 105

Y 106

.Please see phatocopy of First Aid and CPR
certification of emplovee #1. Henceforth,
administrator will review personnel files to
ensure compliance.

(o

f deficlendes are dited, an approved plan of comrection must be retumed within 10 days after receipt of this statement of deficiencies.
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{a) A certificate stating that the caregiver is
currently certified to perform first aid and
cardiopulmonary resuscitation,
This Regulation is not met as evidenced by:
Basad on record review on 6/16/10, the facllity
failed to ensure that 1 of 8 caregivers was trained
in cardiopulmonary resuscitation (Employee #1).
Severity: 2 Scope: 1 v %{2}
IWe are furnishing you herewith copies of the
SYS‘l:%2 449.204(2) Insurance-BLC endorsement Y 152 #‘ol 2 insurance certificates: =3 pe / b

NAC 440.204

2. A certificate of insurance must ba fumished to
the Division as evidence that the contract
required by subsection 1 is in force and a license
must not be issued until that certificate is
furnished. Each contract of insurance must
contain an endorsement providing for a notice of
30 days to the bureau before the effective date of
a cancellation or nonrenewal of the policy.

This Regulation is not met as evidenced by:
Based on interview and record review on 6/1610,
the facility failed to ensure a current certificate of
insurance was available.

Severity: 1 Scope: 3

Certificate of Liability Insurance 08/05/09-08/05/10

i[?ertiﬁcatc of Propertv Tnsurance 08/05/09-0R/05/10

I deficiencies are cited, an approved plan of comection must be returned within 10 days after receipt of this statement of deficiencies.
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Y 273 449.2175(4) Service of Food - Special Diets Y273 _Resident #8, who is a diabetic and requires special -
SS=F iet was discharged on_&/2///0 . Todate,the 7 %
ility has no diabetic or a resident that requires 7
NAC 449.2175 ial diet. Henceforth, the facility will no longer
4. Aresident who has been placed on a special it diabetic or a person that requires special diet.
diet by a physician or dietitian must be provided a dministrator will review residents' files regularly to
meal that complies with the diet. The strict compliance to this requirement.
administrator of the facility shall ensure that
records of any modification to the menu to
accommaodate for special diets prescribed by a
physician or dietitian are kept on file for at least
80 days.
This Regulation is not met as evidenced by:
Based on observation and interview on 6/16/10,
the facility failed to provide a diabetic and renal
diet to 1 of 1 residents ordered a special diet
(Resident #8).
Severity: 2 Scope; 3
Y320 449.220(1) Badroom Doors - Locks v 320~ {The door lock of bedroom #1 was replaced on ﬁ
§S=D 0/10 and can be onened with a sinele motion. -:,,)? I W
enceforth, Administrator will conduct regular
NAC 449.220 spections of the premises including doqr locks to
1. A bedroom door In a residential facility which is nsure compliance, Please see attached pictures.
equipped with a lock must open with a single
motion from the inside unless the lack provides
security for the facility and can be operated
without a key or any special knowiedge.
This Regulation is not met as evidenced by:
Based on observation on 6/16/10, the facility
failad to ensure 1 of 6 bedroom door locks could
be opened with a single motion (Bedroom #1).
This is a repeat deficiency from the 8/19/09 State
Licensure Survey.

STATE FORM
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e facility's fire extinguisher was
¥ 320 Continued From page 5 Y 320 racharge dtlc{m 4/.1.(/(og_up,mqe atinched conies of
. invoice and tag. Henceforth, administrator will ;
Severity: 2 Scope: 1 insvect fire extingnishers regularly to ensure L n
compliance.
SYS43CS 449.229%(4) Fire Extinguisher; inspection Y 435
NAC 449.229
4. Portable fire extinguishers must be inspected,
recharged and tagged at least once each year by
a person certified by the State Fire Marshall o
conduct such inspections.
This Reguiation is not met as evidenced by:
Based on observation on 6/16/10, the facility
failed to ensure that 1 of 1 facility fire
extinguishers were inspected annually.
Severity: 1 Scope: 3
ons: vl P
Y 730 449.2718(1)aXb) Fecal Impactions; Y730 o : /
85=F -The facility is making the necessary arrangements 7
with the familv of resident #5 for his immedl.ate
discharge from the facility. Administrator will see to
NAC 449.2718 it that nn recident chall ha admitted or atlrwad tn
1. A person who requires the manual removal of remain in the facility that requires manual removal of
fecal impactions or the use of enemas or fecal imnactions or the use of enemas or
suppositories must not be admitted to a suppositories if the same can not provide the care for
residential facility or be permitted to remain as a him nf horealf,
resident of a residential facility unless:
(a) The resident is able to provide the care for
himself.
{b) The care is administered according to the
written instructions of a physician by a medical
professional who has been trained to provide that
care.

f deficiencies are cited, an appraved plan of corection must be retumed within 10 days after receipt of this statement of demE J Mm
sheel 8§0f13
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Y730 Continued From page 6 Y730

This Regulation is not met as evidenced by:
Based on observation and interview on 6/16/10,
the facility falled to ensure 1 of 1 residents
{Resident #5) prescribed a suppository was able
{o provide the care for himself.

Saverity: 2 Scope: 3

s:’s'f'g?v 449.2726(1)(a)(1)(2) Diabetes 449.2726(1)a)b)
NAC 449.2726
1. A person who has diabetes must not be
admitled to a residential facility or be permitted to
remain as a resident of a residential facility
unless:
(2) The resident’s glucose testing is performed
by:
(1) The resldent himsel, without assistance;
or
{2) A medical laboratory licensed pursuant to
chapter 6852 of NRS; and

This Regulation is not met as avidenced by:
Based on record review and interview on 6/16/10,
the facility did not ensure that blood glucose
testing for 1 of 8 residents was performed by the
residents themsedves without assistance
(Resident #8).

Findings include:

Resident #8 was admitted ta the facllity 6/6/10.
During an interview on 6/16/10 Resident #8

Y7I73

\Resident #8 was discharged from the facilityon <
5/21/10. Please see attached discharge slip. -;/%
Henceforth, the administrator will see to it that no /
Hiahetie recident chall he admitted nor ramnin in the

facility unless they can perform glucose testing for
themeslves withnnt accictancs  He chall he

responsible for the strict compliance to this
resulation.

—

f deficiencies are ciled, an approved plan of comection must be returmed within 10 days after receipt of this statement of deficiencies.
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stated Employee #1 checked her biood sugar for
her and recorded the reading on a log. Resident
#8 stated she was nol sure where the log was
kept.

During an intarview on 6/16/10, Employee #1
stated he pricked Resident #8's finger, tested her
blood and recorded the number on a log.
Employee #1 was not at the facility during the
survey, and stated the log he recorded the blood
sugar readings on was with him.

Severity: 3 Scope: 1

s‘g‘l‘éﬁ 449.2726(1)b){1) Residents having diabetes
1. A person who has diabetes must not be
admitted to a residential facility or be permitted to
rernain as a resident of a residential Facility
unless:
{b} The resident's medication is administered:
(1) By the residant himself without assistance;

This Regulation ia not met as evidenced by:
Based on resident interview and staff interviews
on 6/16/10, the facility did not ensure 1 of 8
residents administerad insulin themselves without
assistance (Resident #8).

Findings include:

Resident #8 was admitted to tha facility 6/8/10.
Resident #8 stated she was diabetic and was on
insulin injections. A discharge document from a
local hospital documented Resident #8 was
prescribed Lantus 18 units every night at bedlime

v/IResident #8 was discharged from the facility on 3

Y775 {1710, Henceforth, the facility will no longer r.%/
mit residents with diabetes. Administrator will be /0
ponsible for strict compliance to this regulation.

If deficiencles are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 775 Continued From pape 8

and Novolag 3 units three times a day. Resident
#8 stated Employee #1 filled her syringes with
insulin and also injected her with the insulin.

During an interview Employee #1, he stated he
injected Resident #8 four times a day with insulin.
He stated he injected the Novolog 3 units three
times a day and at bedtime he stated he injected
Lanius 18 units. Emplayee #1 is the owner of the
facility and occasionally worked as a caregiver in
the facility. Employee #1 stated he also worked
for a home health agency, so he thought it was
acceptable for him to do the injections,

Employee #1 stated he would request home
health services for Resident #8.

Severity: 3 Scope: 1

Y791

449.2726(3)(b) Diabeles
SS=F

NAC 449.2726

3. The caregivers employed by a rasidential
facility with a resident who has diabetes shall
ensure that:

({b) Syringes and needles are disposed of
appropriately in a sharps container which is
stored in a safe place.

This Regulation is not met as evidenced by:
Based on observation and interview on 8/16/10,
the facility falled to ensure syringes and needies
were disposed of appropriately in a sharps
container for 1 of 1 residents (Resident #B}
{needles were put in a milk container stored
unsecured under the sink In the [aundry room).

Y775

Y

LAl caregivers of the facility were reminded verbally

bn the proper disvosal of used svringes and needles. = 3 /

Used syringes and needles were disposed of in a new

haros containet on 6/17/10 and keot inside the
abinet and locked. Please see attached pictures.
dministrator will monitor and be resnonsible for the

trict compliance to this regulation.
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Severity: 2 Scope: 3
Y8 . inati Y 859 v , . . .
SS:I):)B ?::“2;21(5) Periodic Physical examination of a esident #3 refused o take his physical examination _ /6
ite repeated reguests, He is voluntarilv :-’S/
ischarging himself from the facility on 7/3/10. X/ h>
NAC 449,274 enceforth. the facititv will no l(?neer adn'!lt r?:udent
5. Before admission and each year after ithout taking the required physical exar;:pat 198
admission, or more frequently if there is a dministrator will insure compliance o this
significant change in the physical condition of a eulation.
resident, the facility shall obtain the results of a
general physical examination of the resident by
his physician. The resident must be cared for
pursuant to any instructions provided by the
resident's physician.
This Regulation is not met as evidanced by:
Based on record review and interview on 6/16/10,
the facility failed to ensure that 1 of § residents
raceived an annual physical (Resident #3).
This is a repeat deficiency from the 8/19/09 State
Licensure Survey.
Severily: 2 Scope: 1
Y 895 449.2744(1)(b){(1) Medication / MAR Y 895
> RECEIVED
NAC 4492744 JUL 05 2012
1. The administrator of a residential facility that o AN CERTIFECATIOS
provides assistance to residents in the BRI N
administration of medication shall maintain:
{b) A record of the medication administered to

STATE FORM

f deficiencies are cited, an approved plan of correction must be retumed within 10 days after receipt of this statement of deficiencies.
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PRINTED: 06/21/2010

FORM APPROVED
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/C ON {X3) DATE SURVEY
AND PLAN OF CORRECTION o \DENTIFICATION NMFI;A {X2) MULTIFLE GONETRUCTI GOMPLETED
A. BUILDING
8. Wi
NVS430AGC NG 06/18/2010
MAME OF PROVIDER OR SUPBLIER STREET ADDRESS, CITY, STATE, 2IP CODE i
1970 MARYLAND AVE
SUNSHINE CARE HOME LAS VEGAS, NV 89121
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
v
Y835 Continued From page 10 Y895 'llhe Medication Administration Record (MAR) for
each resident. The record must include: rekident #1 #2 #3 HA HS K6 n'{ and #8 were
{1) The type of medication administered; reyiewed and regularized immediately afier the  ~ — :|‘| P
(2) The date and time that the medication was ual survev on 6/16/10. Please see attached copies.
administered; Caregivers were repeatedly reminded of the
(3} The date and time that a resident refuses, iniportance of this regulation and to strictlv comolv
of otherwise misses, an administration of tolit. Non-compliance will be dealt with accordingly.
medication; and A Bminictratar will reviewr racidantc® madicatinn
(4) Instructions for administering the rekords reeularlv and monitor compliance.

medication o the resident that reflect the current
order or prescription of the residant's physlcian.

This Regulation is not met as evidenced by:
Based on record review on 6/16/10, the facllity
failed to ensure the medication administration
record (MAR) was accurate for 8 of 8 residents
(Resident #1, #2, #3, #4, #5, #6, #7 and #8).

This I a repeat deficiency from the 8/19/09 State
Licensure Survey

Severity: 1 Scope: 3

Y 936 449.2749(1)(e) Resident file-NRS 441A vas v
58=E Tuberculosis o) \lﬁ
NAC 449 2749

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facllity. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all

T deficendes are cited, an approved plan of cofrection must be retumed within 10 days after receipt of this statement of deficiencies.
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PRINTED: 06/21/2010

FORM APPROVED
jih Care Quality and Compliance
STATEMENT GF DEFICIENCIES {X3) DATE SURVEY
R e 1) 'mtﬁﬁgnmga {X2) MULTIPLE CONSTRUGTION COMPLETED
HUMS A_BUILDING
8. wil
NVS430AGC ne 08/1812010
NAME OF PRQVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP GODE
SUNSHINE CARE HOME g "A' N',}“,%‘:g,
(¥4)In SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
. . dent #5 refused to take the required 1D Vest.
Y936 Continued From page 11 ¥ 936 ecessarv arransements with the familv is being
raecords, letters, assessmentis, medical dertaken for his 'immediate diss:harge from the
information and any other information related to fhcilitv. While resident #8 was dischareed on
the resident, including without limitation: 1110. Henceforth, the facility will refrain from
(e) Evidence of compliance with the provisions of ittine residents without takine the reauired TB
chapter 441A of NRS and the regulations adopted and be permitted to remain in the f?clhtv- .
pursuant thereto. dministrator will monitor strict comoliance to this
gulation.
This Regulation is not met as evidenced by:
Based on record review on 6/16/10, the facility
failed to ensure 2 of B residents complied with
NAC 441A.380 regarding tuberculosis testing
{Resident #5 and #8).
This was a repeat deficiency from the 8/19/09
State Licensure survey.
Sevarity: 2 Scope: 2
Y1010 449.2764(1) Mental liness Training Y104 0‘/ Empioyee #3 and #4 have taken their Mental l]lness B
SS=E raining on 07/02/10. Please see attached covies ofy 5 / /
ificates. Henceforth, administrator will review s
NAC 449.2764 lovee's files on a regular basis to ensure
1. A person who providas care for a resident of a {ombliance to this reauirement.
residentlal facility for persons with mental
ilnesses shali, within 60 days after he becomes
employed at the facility, attend notless than 8
hours of raining concerning care for residents
who are suffering from mental illnesses.
This Regulation is not met as evidenced by:
Based on record review on 6/16/10, the facility
failed to ensure 2 of 6 employees had received 8
hours of training concerning ¢are for residents
who are suffering from mental illnesses
f deficiencies are ciied, an approved plan of correction must ba returned within 10 days afier receipt of this statement of deficiencies.
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(Employee #3 and #4),

Severity: 2 Scope: 2

FORM APPROVED
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICUA IPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION o) IBENTIFICATION NUMBER: O MLTRLE COMPLETED
A.BUILDING
B. WING
NVS430AGBC 06/16/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3970 MARYLAND AVE
SUNSHINE CARE HOME LAS VEGAS, NV 89121
(X4) ID SUMMARY STATEMENT OF DEFICIENCES D PROVIDER'S PLAN OF CORRECTION (3
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y1010 Continued From page 12 Y1010

RECEIvE
JUL 05 24

STATE FORM

SURERLL OF Liris e
f deficiencies are cited, an approved plan of corection must be retumed within 10 days after receipt of this statement of defitigpaiReyrn:
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